b y B r e n d a C . S p il l m a n P ol ic y a tt enti on for the uninsured has focused recently on children, despite the fact that nonelderly adults represent about three-quarters of the uninsured. 1 Nationally, adults are 40 percent more likely than children to be uninsured and less than half as likely to have public coverage. 2 Although their approaches differ greatly, all states cover some adults through their Medicaid programs, partially funded by a 50-77 percent federal match. For nonelderly adults, eligibility is limited to specific categories-single parents, typically female; pregnant women; couples with an unemployed primary earner; and the disabled-but within categories, states determine eligibility through the income limits they set. Federal matching dollars are a strong incentive, but states willing to forgo the match may cover additional persons through state programs of two general types: general assistance and subsidized insurance. Using data from the National Survey of America's Families (NSAF), this paper examines how different state approaches affected the number of nonelderly adults who obtained public coverage in 1996.
Data And Methods
The NSAF is a household survey representing the civilian noninstitutionalized population under age sixty-five. It includes large staterepresentative samples for thirteen states and a sample representing the rest of the country. 3 The thirteen states, chosen to be diverse in geography, fiscal capacity, population, and traditions of providing government services, are Alabama, California, Colorado, Florida, Massachusetts, Michigan, Minnesota, Mississippi, New Jersey, New York, Texas, Washington, and Wisconsin. 4 This study analyzes adults age eighteen and older, resulting in roughly 3,000 to more than 4,000 observations in each of the thirteen states and about 6,000 observations in the balance of the country. The data are weighted to provide national estimates and estimates for the thirteen states, and variance estimates are adjusted for the complex survey design. 5 n Public program approaches. The thirteen states are grouped in this study using an a priori typology of public coverage approaches incorporating key public program parameters. 6 State programs are designated as limited, moderate, or comprehensive according to the expansiveness of Medicaid eligibility rules and the size of state-only programs (Exhibit 1). 7 In general, the states tend to be relatively generous on all Medicaid eligibility factors or on none, and this differentiates the states with moderate and comprehensive programs from those with limited ones. The primary factor used to distinguish comprehensive states f rom m oderate ones was willingness to commit to large programs funded solely with state dollars (last column of Exhibit 1). The number of factors for which a state was above average was used to discriminate between close cases.
n Health insurance variables. The NSAF aimed to carefully identify public program participation, private insurance, and lack of insurance. Toward this end, all who had reported having none of the included coverages were asked to confirm that they were uninsured and, if not, to report their coverage. The estimates presented reflect the results of this confirmation probe, which reduced the national estimate of the percentage of uninsured adults to 17 percent, compared with 21 percent without using the probe. 8 Current coverage was coded into a hierarchy classifying as covered by Medicaid or state programs all for whom these can be assumed to be the primary coverage. Thus, the category excludes 1.3 percent also reporting either employment-related private coverage or Medicare but includes the fewer than 0.2 percent also reporting private coverage not related to employment. Medicaid and state program coverage were combined because of the difficulty of being sure that respondents correctly distinguished between the two.
Of those remaining, all who reported employment-based insurance or other private coverage were classified as being privately insured. All who were covered by Medicare were classified as such (including about 0.8 percent dually eligible for Medicare and Medicaid); the remainder reporting insurance reported military-related coverage.
n Other variables. Other variables identifying characteristics associated with access to or exclusion from Medicaid eligibility are used to examine how different groups fare un- Medicaid eligibility rules favoring single custodial parents-most often women-and pregnant women may result in different patterns of coverage by sex and family structure in states with supplemental programs. The family-structure variable identifies whether an adult is an unmarried custodial parent, a married custodial parent, or not a custodial parent. Full-time workers may be less likely to obtain Medicaid coverage because of the eligibility link with welfare and, more recently, with families having an unemployed primary earner. They may be more likely to be covered in states with supplemental programs. For this analysis, a variable identifies whether an adult is a full-time worker or is married to one.
Finally, coverage may differ by health status. Poorer health is an indicator of reduced access to private coverage and of greater need for health services. Medicaid rules do not generally favor those in poor health, although the disabled are an eligibility category. There is, however, a selection bias in enrollment in that eligible persons who seek acute care or have an existing health problem have a greater incentive to enroll. Providers also have an incentive to assist them in enrollment. In states with medically needy programs, high medical expenses can extend eligibility to additional persons who meet categorical criteria. The health indicator used here is self-reported health status, dichotomized to indicate fair or poor health.
Insurance Coverage By State
Nationwide, 17.0 percent of nonelderly adults lack health insurance, but the range is from a high of 26.9 percent in Texas to a low of 8.8 percent in Minnesota (Exhibit 2). The primary determinant of the percentage uninsured is the percentage privately insured. The four states having the highest percentages of uninsured persons (Texas, Florida, Mississippi, and California) have the least private coverage. Similarly, the five states with the lowest percentages (New Jersey, Michigan, Wisconsin, Massachusetts, and Minnesota) all have more than 80 percent privately insured. This foundation of private insurance largely defines the magnitude of the problem states confront with their public programs.
EX HIB IT
Military-related coverage and Medicare each insure only about 2 percent of nonelderly adults nationally. Combined, they cover less than 7 percent of the population in each of the thirteen states. This population tends to be largest in the states where private coverage is below the national average of 75 percent, somewhat offsetting the impact of low private coverage.
As a group, states with limited public coverage cover only 3.5 percent of their populations through their Medicaid programs, while states with comprehensive approaches cover 6.1 percent, on average. The moderate states cover 5 percent. There are clear outliers in each group. Among the moderate states, Wisconsin covers only 2.4 percent of its nonelderly adults, tying with Colorado for the lowest ranking among the thirteen states. Unlike the other moderate states, California has both a large Medicaid program and a large residual uninsurance rate. Mississippi's Medicaid program is one of the largest (5.6 percent of the population), while the remaining four limited states cover less than the national average. Among the comprehensive states, Massachusetts is an outlier on the low side, covering only 4 percent of its population.
States And The Insurance Gap
A more meaningful comparison to use in examining states' approaches is to link public coverage with the magnitude of the underlying insurance gap it addresses. The coverage gap faced by the state is defined as the percentage of the state's population covered neither by private insurance, Medicare, nor military-related coverage (Exhibit 3). Each state's impact on the problem is defined as the percentage of this gap filled by its combined Medicaid and state-only programs. 9 Nationwide, the coverage gap comprises 21.3 percent of nonelderly adults, and one in five of them obtains coverage through Medicaid or state programs. As a group, the limitedapproach states face larger coverage gaps as a result of lower private insurance penetration, and they bridge smaller percentages of their gaps (on average, about 13 percent). As a group, the comprehensive states close about 30 percent of their gaps.
The 
The Effect Of Income
A state's effectiveness in filling its coverage gap depends on its approach and the size of its gap but also is related to the income and other characteristics of its population. Exhibit 4 controls for the impact of a state's income distribution by examining the percentage of the gap filled within income-limit classes. It focuses on the extent to which the higher income limits that are common to moderate and comprehensive states differentiate the reach of their programs from that of the limitedapproach states. In all states the size of the coverage gap and the percentage of the gap bridged both fall as income rises. In every income category the moderate states as a group cover larger percentages than the limited states do, and the comprehensive states cover even more-twice the percentage for limited states.
n Adults below poverty. In all states, public coverage goes the farthest toward bridging the coverage gap for adults below the poverty level, but there is much variation across states even for this poorest group. Nationally, about two in three poor adults lack other coverage. The comprehensive states as a group cover about half of these otherwise uninsured, poor adults, compared with about a quarter in the limited states. The extremes again are Texas and Minnesota.
Texas, California, and New York provide a straightforward comparison of the implications of the three coverage approaches. They are similar with respect to percentage of adult population in poverty (14-16 percent) and percentage of poor adults who are otherwise uninsured (about 70 percent). However, Texas reaches only about one in five of its otherwise uninsured, poorest adults, compared with 35 percent for California and 51 percent for New York.
n Impacts across income groups. In general, states that bridge larger proportions of the coverage gap for their poor also cover larger proportions for other income groups. Again focusing on the extremes, Texas has the largest coverage gaps and bridges the smallest proportion of its gaps in all income groups, and Minnesota fills the largest percentage of its coverage gaps in all income groups.
Differences Within The Low-Income Population
The remaining results are limited to persons with incomes below 200 percent of poverty, to focus on how subgroups of low-income adults fare under different approaches. n Family structure. Exhibit 5 compares unmarried parents (the primary Medicaid eligibility category among nonelderly adults), married parents, and adults who are not custodial parents. Low-income, unmarried parents face a much larger coverage gap. Nationally, more than two-thirds lack other coverage, compared with just under half of the other two groups. Wisconsin has the smallest coverage gap, but even there more than half of low-income, unmarried parents lack other coverage. In California the gap is nearly 80 percent for this group. Only in Texas, where about 60 percent of all three groups lack coverage, are unmarried parents no more likely than married parents and adults with no children are to lack other coverage. Married parents in general are no more likely to obtain other coverage than are adults without children in this low-income population. All states bridge much larger percentages of their coverage gaps for unmarried parents. Nationally, about half of otherwise uninsured, unmarried parents obtain Medicaid or state program coverage, relative to just under 20 percent of the other two groups. Even for this group, disparities in coverage across states are large, although not as extreme as seen earlier for the poverty population as a whole. More than 40 percent of unmarried parents in limited-program states obtain coverage, compared with nearly 60 percent in moderate states and two-thirds in comprehensive states.
However, there is extreme variation across public coverage approaches for the other two groups, particularly for otherwise uninsured, married parents. Only 10.8 percent of this group obtains coverage in the limited-program states, compared with 20.4 percent in the moderate states and a third in the comprehensive states. Adults without children are not significantly more likely to obtain coverage in moderate states than they are in limited states, but they are twice as likely to obtain coverage in comprehensive states as in limited states.
n Sex, health, and work status. The study results underscore the poor rate of private and other coverage among low-income adults. Nationally, the coverage gap includes about half of both women and men; about 60 percent of those who are less healthy and those who are nonworkers; and 44-48 per- cent of men, those in better health, and those with a link to full-time work (Exhibit 6). Coverage-gap differences between women and men are not generally statistically significant, but those in fair or poor health and those without a link to a full-time worker generally are far more likely than their comparison groups are to lack private and other coverage. Three overarching observations can be made about the results in the lower panel of Exhibit 6. First, as expected, in most cases states bridge larger percentages of their coverage gaps for the groups more closely related to Medicaid eligibility-women, those in poorer health, and those without a link to full-time work-than for the comparison groups. Second, the comprehensive states bridge the largest percentages of their coverage gaps for all three Medicaid-favored groups within this low-income population. Being in a comprehensive state rather than a limited-program state nearly doubles the likelihood that an otherwise uninsured person in fair or poor health will obtain public coverage. The relative advantage of being in a comprehensive state is almost as large for women and nonworkers. Third, the comprehensive states also bridge the largest percentage of their gaps for the groups less associated with Medicaid eligibility-men, those in better health, and fulltime workers and their spouses. The relative advantage of being in a comprehensive state is greater for these groups than for the more Medicaid-favored groups.
Having a medically needy program alone does not appear to increase the likelihood that those in poorer health obtain Medicaid coverage. Texas and Florida are the only limited states that have medically needy programs, but neither bridges a larger proportion of the coverage gap for their less healthy, lowincome adults than other limited-program because state programs provide more flexibility to cover the working poor than formerly existed in the Medicaid program. Nevertheless, Minnesota, with its large subsidized insurance program, is the only striking example. Minnesota covers the largest proportion both of full-time workers and spouses and of those without a link to full-time work, and the latter group is only about 40 percent more likely than full-time workers and spouses are to gain public coverage.
Concluding Comments
By removing the link between cash welfare and Medicaid, federal welfare reforms have the potential to increase states' willingness to provide health coverage because they do not also automatically incur the cost of cash benefits. Although there has been little expansion to date, states now have options for covering additional adults, since they can disregard higher levels of earned income and resources, establish higher limits on hours of work, and provide transitional coverage. 10 In theory, this also enables states with supplemental programs to shift some groups to Medicaid with its federal match and cover more persons with the same level of state funding. As of 1996, however, adult Medicaid enrollment was down in all but five states, with decreases in cash assistance-related enrollment not generally offset by increases in noncash enrollment.
11 This trend appears to be continuing. 12 The results demonstrate that states' approaches do matter in whether and which low-income adults obtain coverage. However, even the most expansive programs fail to reach substantial proportions of low-income adults who lack other coverage. One factor that contributes to this is participation rates. Eligible persons may fail to enroll because they perceive a stigma or assign a low value to coverage in states with shallow benefit packages, and this factor may become more important now that coverage is no longer linked to cash benefits. More recent concerns, in the context of welfare reform, are burdensome application procedures, lack of information, and rules that vary across individuals. Evidence for children is that 22 percent of Medicaid-eligible children remained uninsured and that nonparticipation is greater among those in groups that are newly eligible through expansions. 13 However, a more important factor is the income and categorical limits on adult eligibility for Medicaid. The highest income limit for most eligible persons in this analysis occurs in California (only about 60 percent of the federal poverty level), and even the poorest of those who do not meet categorical criteria remain ineligible. Under the current Medicaid structure, expansions of coverage for these groups will remain largely under the purview of state programs. An extension of the typology used here finds that only eight states have comprehensive programs, fifteen have moderate programs, and twenty-seven have limited programs. Given that the majority of states have not adopted the flexibility that has always existed in Medicaid, and only eight have expanded beyond Medicaid, it seems certain that even with post-welfare reform enhancements to flexibility and fiscal incentives, substantial across-state variation in adult access to care will persist. Barring a federal initiative to set and perhaps underwrite a higher income floor for Medicaid, expand or remove categorical requirements, or establish an adult counterpart to the State Children's Health Insurance Program (SCHIP), it is unlikely that state efforts alone will be able to greatly expand coverage of adults.
"Even the most expansive programs fail to reach substantial proportions of low-income adults who lack other coverage."
